INTRODUCTION {#sec1-1}
============

Gingival enlargement (GE) is an overgrowth characterized by an expansion and accumulation of the connective tissue with seldom increase in a number of cells.\[[@ref1]\] It is a heterogeneous group of disorders causing esthetic, functional, masticatory and psychological disturbances. The etiopathogenesis of GE is poorly understood but can be directly or indirectly attributed to factors like plaque accumulation, inadequate nutrition or systemic hormonal stimulation.\[[@ref2]\] GE is also evidenced in blood dyscrasias or may result from factors like inflammation, drugs and inheritance.\[[@ref3]\]

Idiopathic gingival fibromatosis (IGF) is a rare hereditary condition with no definite cause.\[[@ref4]\] The overgrowth varies from mild enlargement of an isolated inter dental papillae to segmental or uniform and marked enlargement affecting one or both the jaws.\[[@ref5]\] It is known to affect 1 in 3/4^th^ of a million and can present as a single entity or as part of a syndrome.\[[@ref6]\] Clinically the enlargement exhibits a normal color, is firm, non-hemorrhagic, non-exudative and asymptomatic. It has no sex predilection and can affect either of the jaws.\[[@ref7]\]

IGF is synonymous with nomenclatures like gingivomatosis, elephantiasis gingivae, diffuse fibroma, familial elephantiasis, hereditary gingival hyperplasia, hereditary gingival fibromatosis (HGF), congenital familial fibromatosis.\[[@ref4]\] It\'s syndromic association can be autosomal dominant or recessive and has been evidenced in Zimmerman-Laband, Murray-Puretic-Drescher, Rutherford, Cowden, Cross and Ramon syndromes,\[[@ref8]\] to name a few.

The HGF gene has been mapped to 2p21-p22 (HGF1)\[[@ref9]\] and the locus has been localized to 37CM and chromosome 5q13-q22 (HGF2).\[[@ref10]\] Recently, a mutation in the Son of Sevenless-1 gene has been linked to non-syndromic enlargements, but unequivocal evidence has not been established.\[[@ref11]\]

The treatment of gingival fibromatosis is of prime importance as it can cause difficulty in mastication, phonetics, esthetics, malposition of teeth and can lead to considerable cosmetic and psychological concerns. The severity of the enlargement precludes the treatment plan. Minimal overgrowth is treated through scaling of teeth and maintenance of good oral hygiene. Surgical intervention with gingivectomy and gingivoplasty is advocated for excessive enlargements.\[[@ref12]\]

Traditional surgical procedures using scalpel and blade causes discomfort, elicits more bleeding and has patient cooperation issues. The use of diode laser for gingivectomy seems to address the above issues to a large extent.\[[@ref13]\] We present a case of recurrent ipsilateral idiopathic GE affecting the buccal and lingual/palatal aspect of maxillary and mandibular arches on the right side and its management using conventional external bevel gingivectomy and diode laser.

CASE REPORT {#sec1-2}
===========

A middle aged Indian male patient reported to the Department of Periodontics, Government Dental College and Hospital, Hyderabad, India with a chief complaint of swelling of the gums in the upper and lower jaws on the right side of the face since 1 year. The patient also complained of difficulty and pain during mastication. An informed consent to be examined was given. Patient gave the history of similar lesion in the maxillary right jaw 15 years back and was treated at the same institute. There was no relevant medical, family or drug history and the patient is a known smoker for the past 20 years.

On visual examination, right facial asymmetry with fullness of the cheek was apparent \[[Figure 1](#F1){ref-type="fig"}\]. Intraoral inspection revealed a deviation of the tongue to the left side. Clinical examination exposed the enlarged gingivae involving the right maxilla and mandible. The overgrowth extended from 11 to 18 in the maxilla and 32-48 in the mandible. The lesion appeared pale pink in color, was diffuse, firm and fibrotic with a smooth surface \[Figures [2](#F2){ref-type="fig"} and [3](#F3){ref-type="fig"}\]. Inflammatory changes secondary to local plaque and calculus deposits was evident and periodontal probing elicited bleeding and presence of pseudo pockets.

![Frontal view showing right facial asymmetry](JISP-17-387-g001){#F1}

![Pre-operative photograph showing the enlargement on buccal/labial sides](JISP-17-387-g002){#F2}

![Pre-operative photograph showing the enlargement on lingual side](JISP-17-387-g003){#F3}

Investigations {#sec2-1}
--------------

Complete blood picture was within normal limits on a hemogram. The orthopantamograph showed crestal bone loss in the maxilla and horizontal bone loss in the mandible extending from distal aspect of 44 to mesial aspect of 48 \[[Figure 4](#F4){ref-type="fig"}\].

![Orthopantamograph](JISP-17-387-g004){#F4}

Treatment {#sec2-2}
---------

Following Phase I therapy, gingivectomy using external bevel incisions was planned on the buccal aspects of the maxillary and mandibular gingiva and diode laser was used for excision of the enlarged tissue on the lingual/palatal aspect. Incisions on the buccal aspect were made using the Kirkland knives and Orban\'s knife was used for interdental incisions. After arresting bleeding, a periodontal dressing (Coe-Pak, GC America Inc., Alsip) was placed to protect the raw wound and promote healing. The excised tissue was sent for histopathological analysis. Patient was recalled after 2 weeks, periodontal dressing was removed and next surgical phase involving the lingual/palatal side using diode laser was carried out \[[Figure 5](#F5){ref-type="fig"}\]. The diode laser had a wavelength of 940 nm and was used at 3 watts in continuous mode. The patient was placed on periodic recall visits for supportive periodontal care. No recurrence was observed at 1 year post surgery \[Figures [6](#F6){ref-type="fig"} and [7](#F7){ref-type="fig"}\].

![Use of diode laser for excision of enlarged tissue](JISP-17-387-g005){#F5}

![One year post surgery (buccal view)](JISP-17-387-g006){#F6}

![One year post surgery (lingual view)](JISP-17-387-g007){#F7}

DISCUSSION {#sec1-3}
==========

The present report describes as case of ipsilateral IGF in a middle aged adult patient, recurring after a gap of 15 years. As there was no contributing family, medical, prenatal or drug histories, a diagnosis of IGF was made. The etiology of IGF is poorly understood and has been attributed to congenital or hereditary factors. Disturbances in the homeostatic equilibrium between synthesis and degradation of collagen and/or alterations in fibroblast function and proliferation have also been drawn in the etiopathogenesis of IGF. The enlargement is confined to fibroblasts in the gingiva and does not involve the periodontal ligament. It occurs peripheral to the alveolar bone in the attached gingiva.\[[@ref14]\] In such cases, periodontitis and bone resorption is secondary to plaque accumulation due to the enlargement. Therefore, oral hygiene maintenance and supportive periodontal care is of paramount importance not only to minimize the periodontal involvement but also to prevent or delay the recurrence. There is a tendency for these lesions to recur after surgery but the time taken for recurrence is unpredictable and could range from months to years. One study reported no recurrence in 14 years in patients with good oral hygiene\[[@ref15]\] whilst mild recurrence was evident in another study 20 months post surgery due to poor plaque control.\[[@ref16]\] In the present case report, recurrence was noted after 15 years. Oral hygiene maintenance of the patient was good and reported for regular periodic checkups. This could be a significant factor in delaying the recurrence. Similar views are reported in the literature.\[[@ref15][@ref17]\]

The histopathology of the enlarged tissue consisted of increased collagen fiber bundles, irregular elongated retepegs in the stromal tissue with sparse cellularity and multiple small blood vessels. The nodular appearance can be attributed to hyperparakeratinized epithelium. These findings are consistent with the observations of other studies mentioned.\[[@ref2][@ref6][@ref7][@ref8]\] Another reason for delayed recurrence in the present report could be linked to sparse cellularity of the lesion as greater the number of fibroblasts, more likely for the lesion to recur.\[[@ref12]\]

Various treatment modalities for the management of IGF include external or internal bevel gingivectomy in association with gingivoplasty, an apically positioned flap, electrocautery and the use of lasers. The most effective method for removing the enlarged tissue when there is no attachment loss and all the pocketing is false, is the conventional external bevel gingivectomy.\[[@ref18]\]

The present case was treated using external bevel gingivectomy on the labial/buccal gingiva of maxillary/mandibular arches and diode laser was used to excise the excess tissue on the lingual/palatal sides. The use of laser reduced the amount of bleeding, lowered pain during and after the procedure and significantly decreased the quantity of local anesthetic used. It also led to better visibility thereby reducing the chair side time resulting in minimized operator fatigue and better patient acceptance. Similar views are shared by Gontiya *et al*.\[[@ref13]\]

IGF is prone for unpredictable recurrence. There could be a need for repeated surgical procedures depending upon the severity. This could dent the patient psychologically and emotionally. Henceforth, psychological counseling should be part of the comprehensive treatment plan for such patients, especially those belonging to the younger age group. Moreover, the benefits of the surgery in eliminating the masticatory difficulties, providing access for better oral hygiene maintenance and significant improvement of phonetics and esthetics should not be underestimated. These views are in accordance with those of Lobão *et al*.\[[@ref19]\] and Shetty *et al*.\[[@ref20]\]

CONCLUSION {#sec1-4}
==========

IGF is a relatively rare condition with poorly understood etiopathogenesis and recurrence rates. The benefits of the surgery outweigh the risks of recurrence and should be employed whenever deemed crucial. Patient education, periodic recall and proper oral hygiene maintenance reduce and delay the chances of recurrence. Further studies at cellular, molecular and genetic levels are required to understand the etiology and pathogenesis of this bizarre condition.
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